It is common practice to divide convulsions with fever into benign and complex varieties,2 and some would even exclude the latter from any discussion of febrile convulsions.3 This view was emphasised in a series of publications in the 1950s, especially those of Livingston.6 7 He defined two groups of patients on the basis of the duration and characteristics of the convulsions. Brief This is little greater than the risk of epilepsy with the same family history irrespective of febrile convulsions (2-5%). 6 Such a family history was found in 5-6% of children in the NCPP study,9 in 1-8% in the Rochester study,'5 and about 2% in a Danish study. 17 In the NCPP study a complex first convulsion in a neurologically normal child was associated with little increased risk of epilepsy (1.7% instead of 1 1% after an uncomplicated convulsion), but in a neurologically abnormal child the risk rose to 10%.9
In the Rochester study with much longer follow up epilepsy followed focal or repeated convulsions in 7% of neurologically normal children and 40% of neurologically abnormal children.15 Convulsions lasting for 10 minutes or more were followed by epilepsy in 10% of the whole series, in 6% of those who were neurologically normal and whose convulsions were generalised and single, and in 20% of those who were neurologically abnormal or whose convulsions were focal or repeated in the same episode.
The age of the child at the time of the first febrile convulsion seems to be important. The risk is higher if the first convulsion occurs in infancy, especially in the first 6 months,9 15 18 but to what extent this is simply a reflection of the younger children being more likely to be neurologically abnormal is unclear. In the Rochester study children aged between 2 and 4 years at the time of the first convulsion had no increased risk of epilepsy. '5 The main factor associated with recurrence of febrile convulsions is the age of the child, younger children being more prone to recurrence.9 19 20 There are conflicting data on whether or not complex convulsions are more likely to recur. The NCPP study, that of van den Berg in California, '9 and the British cohort study12 did not show any correlation between the characteristics of the first febrile convulsion and the risk of recurrence, but a recent study from Denmark found the following factors to be related to the risk of recurrence; age 15 months or less, complex first convulsion, family history of epilepsy or of febrile convulsions, and day nursery care.2(0 How, in practice, should a paediatrician assess prognosis in a child who has had a febrile convulsion? By far the most important factor is the child's neurological and developmental state. A neurologically normal child has a low risk of epilepsy and virtually no risk of other neurological or developmental handicap. When neurological abnormality is discovered the prognosis will depend on the degree and type of abnormality, and if the abnormality is detected along with convulsions in early infancy the prognosis will be correspondingly poorer.
Status epilepticus is rightly feared by paediatricians and should be avoided by early and effective treatment of convulsions. In the series of 239 cases reported by Aicardi and Chevrie signs of severe neurological damage followed the episode in a high proportion of cases.tt Series of patients from specialised paediatric neurology referral centres, however, often give a more gloomy impression than community based series, and of the 1706 children in the NCPP study 74 (4-3%) had a first febrile convulsion lasting for 30 minutes or more, and none had a persisting neurological defect resulting from the seizure. Seven of the 1706 children had a Todd's paresis, and one developed focal epilepsy affecting the same side as the Todd's paresis.
The following practical division of febrile convulsions is proposed:
(1) Neurologically normal children-good prognosis, probably 1-5% risk of epilepsy depending on adverse features of convulsion. (2) Neurologically abnormal children-prognosis depends on degree and type of abnormality and may be particularly poor in very young children.
(3) First degree family history of epilepsyassociated with an increased risk of epilepsy (2-5%) irrespective of febrile convulsions.
